Introduction
In evaluating the quality of care, growing attention is given to patients' opinions ofhealth care It has been argued that patients can provide a valid assessment of quality of care and that bias from personal characteristics is not strong enough to invalidate patients' ratings.6 On the other hand, patients' and care givers' perceptions of quality of care have been found to differ considerably.7 Some of these differences may be attributable to dissimilarity in the criteria which patients and professionals use for quality assessment. However, questions are also raised about the extent to which patients are competent to judge certain aspects of care.57 Poor practice, such as the use of contaminated needles, may go unnoticed and good practice, especially if it involves painful or time consuming procedures, may be criticised. Some authors even argue that patients' assessments show more about the patients' quality of life than about the quality of care itself.' For example, it has been found that a patient's impaired health is associated with dissatisfaction with care received. ' 5 9 Stroke is one of the most disabling diseases in the community. The annual incidence of stroke in The Netherlands is estimated at 174/ 100 000."' On the basis of demographic changes absolute stroke numbers are expected to rise.' " About 80% of the patients admitted to hospital with stroke are discharged home,'2 and many of them depend on multidisciplinary and long term care facilities. '3 In view of the current debates the aim of our study was to describe the satisfaction with care among patients who had had a stroke six months before, and to identify characteristics of patients and care that are associated with the satisfaction. In the choice of care characteristics we focused especially on two often used aspects of long term care: continuity of care and technical competence in secondary prevention. These care characteristics are broadly accepted by professional care givers as important indicators of quality of long term care after stroke. [13] [14] [15] Patients and methods
STUDY GROUP
The study group consisted of noninstitutionalised patients who had had a stroke six months before. These questionnaire was already long, as our study was primarily focused on the assessment of a wide range of health outcomes; (b) we measured patients' satisfaction for a wide variety of health care services as after stroke care is extensive; and (c) stroke patients have a limited capability to undergo lengthy interviews. For each type of care, the patient could indicate whether he or she found this care excellent or good (satisfied with care) or moderate, poor, or very poor (dissatisfied with care). The moderate level of satisfaction was added to the dissatisfaction category because patients are often reluctant to be critical about their health care received. 4 As the patient's chance of being dissatisfied with one or more of the care services is associated with the number of care services received, we corrected the level of dissatisfaction by dividing the total number of types of care about which the patient was dissatisfied by the total number of types of care the patient received. For example, a patient who received four types of care and was dissatisfied with two of these, received a personal dissatisfaction score of 2/4 = 0.5; a patient who received three types of care and was dissatisfied with two of these, received a personal dissatisfaction score of 2/3 = 0.7. Afterwards, we calculated the mean group level of dissatisfaction. At the group level dissatisfaction was defined as a score higher than the group mean, whereas satisfaction reflects a score lower than the group mean.
STATISTICAL ANALYSIS
To identify characteristics of patients and care that are associated with patients' satisfaction at the group level x2 tests were used. Three care characteristics are the exclusive responsibility of the general practitioner -namely, continuity of care (the number of weeks since the last contact between patient and general practitioner), and two sorts of secondary prevention (the general practitioner's awareness of the patient's hypertension and knowledge of the patient's use of antithrombotic medication). Therefore, the relation between these three care characteristics and patients' dissatisfaction was not analysed at an aggregated level, but specifically for general practitioner care. As contact frequency between patient and general practitioner is probably influenced by the patients' functional health, additional analysis was performed in which the association between dissatisfaction with general practitioner care and continuity of care was adjusted for level of disability (severe disability was defined as a score of < 17 on the Barthel index).
As it was expected that characteristics of both patients and care were mutually relatedfor example, there would be interrelations between age, disability, perceived health, and unmet care demands -the effects of these factors on patient's dissatisfaction were additionally analysed with multivariate logistic regression. Age, disability, handicap, and perception of health, as well as the significant characteristics of the patients and of care (P < 0.10) identified from univariate analysis were forced into the model. The effect sizes were expressed as odds ratios (ORs) ( Table 2 shows the characteristics of the patients in the study group. The median (range) age was 71 (20 -94) years; 180 (55%) were men and of the 283 (87%) who lived independently 196 (69%) lived with a partner. To avoid unacceptably long interviews we did not measure cognitive function in 29 (9%) patients, whereas in 20 (6%) emotional distress could not be assessed. Among all patients, 25 (7%) were not able to score the one item question on perceived health. A few of the patients (52 (16%)) were severely disabled in activities of daily living, whereas almost half of the patients (146 (45%)) were substantially handicapped.
CHARACTERISTICS OF CARE Table 3 shows the frequency distributions of unmet care demands perceived by patients, unmet care demands confirmed by their general practitioners, continuity of care, and secondary prevention six months after stroke. In all, a quarter of the patients perceived unmet care demands (85 (26%)); 44 of these patients had an unmet demand for two or more types of care. Of the 85 patients who had unmet care demands, 49 patients (58%) had their unmet demands confirmed by their general practi- between patients' satisfaction with general practitioner care and continuity of contact between patient and general practitioner secondary prevention. However, dissatisfied patients were more often emotionally distressed and more often perceived unmet care demands than satisfied patients.
Additional analysis of the relation between patients' dissatisfaction with general practitioner care and continuity of care (contact frequency between patient and general practitioner) in which continuity was corrected for the patient's level of disability, did not change the results (P = 0.44). More detailed analyses of patients' satisfaction with each of the other care services showed identical patterns to the results presented (the results are available on request).
When age, disability, handicap, health perception, and the other characteristics of patients and care identified as significant by univariate analysis were entered into the multivariate logistic regression model, the results showed that emotional distress (OR 1.8) and specifically unmet care demands perceived by patients (OR 3.2) were still the main variables associated with patients' dissatisfaction (table  6 ). Repeated analysis with moderate patients' satisfaction included in the satisfaction category gave the same results.
Discussion
Forty per cent of the study sample was dissatisfied with at least one type of care. Six months after stroke, patients' dissatisfaction is primarily associated with emotional distress and unmet care demands as perceived by patients. We could not show that patients' satisfaction with general practitioner care is associated with continuity of care and secondary prevention.
However, some caution is needed in interpreting the results. Firstly, we measured patients' satisfaction for a wide variety of health care services because care after stroke is extensive. However, for reasons mentioned earlier, we measured patients' satisfaction with a single question. Therefore, we know little about which specific care characteristics were actually rated by the patients. Satisfaction encompasses a broad range of domains such as availability, communication, technical competence, etc." " It may be possible that patients' dissatisfaction is also related to care characteristics other than those we have assessed. Secondly, compared with multidimensional questionnaires, scores for general satisfaction with the quality of health care may be too optimistic.' For this reason, we have considered a moderate score of satisfaction to be dissatisfac- Table 5 Relative frequencies (n (%)) of characteristics ofpatients and care; differences between patients who are dissatisfied and satisfied with the care received (n=327) (15) 0.69 antithrombotic medication * Firstly, at a personal level the patient's amount of dissatisfactions was divided by the total number of care types received; then the mean group level of dissatisfaction was calculated. At group level dissatisfaction was defined as a score higher than the group mean, whereas satisfaction reflected a score lower than the group mean.
t Continuous variables were dichotomised at the median. * Disability was dichotomised at the 75th percentile.
Differences between frequencies were analysed with x' tests. Missing values were omitted from this analysis. GP = general practitioner. tion. Thirdly, we evaluated stroke patients' satisfaction with a cross sectional study design at six months after stroke and we can only speculate on the longitudinal impact of characteristics of patients and care on satisfaction. Hall and colleagues have shown that an improvement in the patient's health is associated with a higher level of satisfaction at a later point in time (but not vice versa).9 Furthermore, it may be possible that patients' satisfaction at six months after stroke is influenced by emotional distress due to, for example, the end of rehabilitative therapies or still unresolved coping problems.2525 A longer time after stroke, the patients' satisfaction might be less influenced by such psychological factors. On the other hand, long term data on patients' satisfaction after stroke will be limited to long term survivors -namely, the healthiest patients.
Patients were particularly dissatisfied with general practitioner care, occupational therapy, and home help. The relatively high dissatisfaction with general practitioner care has also been reported by others. 7 Furthermore, we could not show that patients' satisfaction with general practitioners' care is associated with continuity of care and secondary prevention; two care characteristics broadly accepted by professional care givers as important indicators of quality of long term care after stroke.'415 It seems likely that patients and professionals focus on different aspects of care and also use different criteria when assessing quality of care. Professional views probably tend to focus on technical aspects of care (such as the use of antithrombotic medication), whereas patients' quality assessment may be more based on interpersonal aspects of care.' Therefore, it is advisable to use the plural term "qualities of care", and to take both patients' and professionals' viewpoints into account.
In view of these results measurement of satisfaction should ideally be multidimensional as well as multidisciplinary. To enhance our insight further into the construct of patients' satisfaction, discussion should take place about the relative weight that should be given to patients' satisfaction as an indicator of quality of care, compared with other quality indicators such as continuity of care and technical competence. More research is needed to find which dimensions of quality of care are considered to be the most important by stroke patients and professional care givers. 
